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A  third  outbreak  of  diphtheria  vith  two  confirmed  cases  to  date  was  reported 
last  week  from  Big  Horn  County,    The  two  confirmed  cases  are  unrelated,  and  un~ 
immunized;  their  dates  of  onset  are  April  27  and  April  29-    A  third  case  is  sus- 
pected on  clinical  grounds  hut  not  yet  confirmed  hacteriologically.    All  these 
children  showed  tonsillar  exudates  and  early  membrane  formation  with  relatively 
mild  symptomsj  all  have  been  treated  for  diphtheria  and  are  recovering  satisfac- 
torily. 

Thus,  six  confirmed  cases  have  been  identified  in  the  first  four  months  of 
1970;  after  over  two  years  with  no  recognized  cases.    Three  widely  separated 
counties  are  involved,  and  no  connections  among  the  three  outbreaks  can  be  found. 
All  six  patients  were  unimmunized,  or  inadequately  immunized;  the  two  deaths  (a 
case-fatality  ratio  of  33^)  in  large  part  were  due  to  extensive  infection  and  to 
delays  in  seeking  medical  attention. 

ADEQUATE  IMMOTflZATIOW  IS  THE  BEST^  THE  MOST  ECONOMICAL^  AED  THE  MOST  EFFEC- 
TIVE MEAWS  OF  PREVElWIErG  CASES^  OUTBREAKS  AMD  DEATHS,    Many  reports  over  the  past 
30-40  years  have  amply  documented  the  benefits  of  adequate  immunization.  Although 
clinical  diphtheria  has  been  recorded  in  fully  immunized  persons,  the  disease  is 
much  milder,  and  the  case-fatality  rate  far  lower. 

The  diagnosis  of  diphtheria  may  be  easy  if  the  typical  thick,  tenacious, 
greyish  membrane  is  seen;  in  early  stages  the  "membrane"  is  apparently  more  an 
exudate,  which  can  be  scraped  off  fairly  easily,  and  may  be  confused  with  strep- 
tococcal tonsilitis.     Cases  and  deaths  are  known  in  which  the  typical  membrane 
was  not  present;  such  cases  are  not  at  all  common.     In  the  U=,S.,  the  case-fatality 
rate  has  remained  fairly  constant  at  around  10^,  as  the  incidence  of  diphtheria  has 
fallen  dramatically  over  the  past  30-^0  years.    This  epidemiologic  feature  is 
typical  of  diseases  which  are  partially  or  largely  caused  by  a  toxin.    In  general, 
two  clinical  characteristics  are  linked  with  a  poor  prognosis;  the  more  extensive 
the  local  tissue  involvement  (e.g.,  laryngeal,  tracheal,  bullneck)  and  the  longer  the 
delay  in  seeking  medical  attention  and/or  in  receiving  diphtheria  antitoxin,  the 
poorer  the  prognosis. 

The  specific  therapy  is  Diphtheria  Antitoxin  in  doses  of  20,000  to  8o,000  units, 
depending  chiefly  on  the  extent  and  severity  of  clinical  manifestation  (.and  not  on 
age  or  weight).    The  antitoxin  is  prepared  in  horses;  thus  sensitivity  to  horse  serum 
must  be  checked  for.    Antibiotics  are  important,  but  supplemental  to  antitoxin, 
and  do  not  replace  antitoxin  as  the  primary  therapy.    Penicillin  in  moderate  to 
high  doses  is  usually  effective,  and  is  considered  by  most  to  be  the  drug  of  choice. 
In  the  treatment  of  carriers  erythromycin  in  therapeutic  doses  for  seven  days  is 
followed  by  few,  if  any,  failures,  and  is  clearly  superior  to  penicillin  in  this 
circumstance . 

We  are  recommending  only  that  persons  check  on  their  own  and  families  immuni- 
zation status  regarding  diphtheria,  and  consult  their  physician  for  advice  or  for 
further  immunizations.    When  possible,  primary  immunization  should  be  completed  for 
all  person^  especially  children,  lacking  a  history  of  completed  series.    After  the 
age  of  6,  booster  doses  of  Dt  are  necessary  only  every  10  years. 


